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Subject Name: SSN Date
Titie of Study: H02-131 Telemedicine Intervention to Improve Depression Care in Rural CBOCs
Principal Investigator: _Dean Robinson, M.D. VANMC: Shreveport LA

“

Authorization for Release of Protected Health Information for Research Purposes

‘:’nuhaw.-.bunmhudtobepanof:mmhshﬂymdutbcdimcﬁmof%ﬂobm M.D. and his research team.
Th:plrpuuofﬂli:mmmhpmjmismimwmmthmpleﬁmwmmﬁuahngdilmﬁmnl
VA meodical center. By telenedicine, we wcan using 3 telephone, inleractive video (a video camera connected to 2 TV)
and computerized medical records to improve your access to quality care.

By signing this document, you will authorize the Veterans Healthcare Administration (VHA) to provide Dr. Robinson and
mmwnmmwmmmmqummmmm
and in VA Consent Form 10-1086:; (l)lhzdinmmdnmrmﬂadfwminﬂnmmdomﬂuml 12
months; (2) the prescriptions your doctor wroie for you in the past and over the next 12 months; (3) the prescriptions you
filled and refilled over the next llmmﬂls;md(4}ﬂ1=typemdmstofhulﬁ1ﬁﬁc¢spmﬁdudtnmintb:pmmﬂ
over the next 12 months.

If you do not sign this suthorization, you will not be part of the study.
Mnuﬂnduﬁmhmymhfunﬁmwﬂ]muhmdufﬂnWhMy.

Wm%&mchmdyhmmmmﬁslnmmmymhmdsummummﬁnhﬁmdbyﬂx
flcﬂiiyml}'bemnq:mdedmlilmechslndyilum.H}wmisdmiﬂi,mmdﬂﬂmdthuitwiuhe
remnstated at the end of the research study.

You can revoke this authorization at any time. Tumvohcymrmﬂuinﬁm,ynuunwﬁhmbnkobhmnwmm
ask a member of the research team to give you a form to revoke the authorization. If you revoke this authorization, you
will not be able to continue to participate in the study. This will not affect your rights as a patient of VHA.

Ifymmuk:thisnﬂimﬁz:ﬁou,Dr.Robﬂbnuﬂhi:rmhMmnmﬁmwtouninfmmﬁmahommﬂmhu
been collected. No information will be collected after you revoke the authorization.

I understand that copies of the records indicated sbove will be:

. UMMWWMMMYAMMM%WHIMWW.MW
other members of its workforce.

. Diuhmdmpvmmﬂiﬁuhwgnmmngmﬁu,ﬂymmdymmﬁmmoﬂmmpmhh
for oversight of the research project.

. SmmwmmmMMMVAMMCmmﬁmime&em
MhﬂnmhndlnﬁxuwdCMMsj.
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Principsl investigstor: _Dean Robuson MD. VANC: Sheveport LA~

Persons who are authorized to receive and use tus mformation are

mmmvam&-wmmwmdmﬂhm
and Development Commmutiee;

mummc-s-“mﬁ&mwmhawkmmmmﬂmmwm
(3) and the United States Food and Drug Administration (FDA).

research that is described in the Informed Consent. Fuwe,lhn_ﬂu:uyaudhm»vuifyﬁul
ndﬂ:hpﬁ*hhﬂmwbmﬁrhﬂbﬁmﬂamﬁc&mw
outcomes. M&Mdmmwmdﬂrmmmhﬁmn
ensure that the study is conducted property. Ah.lnh—dhwhlhmmhhﬂnudwm
mwﬁuummhwﬂdmfﬂme}hmumm

protect your wformation H,undnmhw-uryﬂhﬂnﬁm,ﬂ:amnbm-ﬂ]mubm

lh\emdﬁ:m&mhmmdhnhm;ivmhwunitytoutm If 1 have questions later, |
understand [ can contact Dr. Robinson. Iﬂhhawmd&lﬂn'ﬁmhmhwm I
asuthorize the use of my identifiable nformation as described in this form.
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